EZ DENTAL CLINIC

FAMILY (& COSMETIC DENTISTRY

Acknowledgement of Receipt of Statement of Privacy Practices
I acknowledge that I have received a copy of the Statement of Privacy Practices. The Statement of Privacy Practices describes the types of uses and disclosures of my
protected health information that might occur in my treatment payment for services, or in the performance of office health care operations. The Statement of Privacy
Practices also describes my rights and the responsibilities and duties of this office with respect to my protected health information.

E.Z. Dental Clinic reserves the right to change the privacy practices that are described in the Statement of Privacy Practices. If privacy practices change, I will be
offered a copy of the revised Statement of Privacy Practices at the time of my first visit after the revisions become effective. I may also obtain a revised Statement of
Privacy Practices by requesting that one be mailed to me.

In the event of an emergency, I hereby authorize disclosure of my healthcare information to the persons indicated below:

Name(s):

Contact Phone: _
1 grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian
Date: Relationship to Patient:

Signature of guarantor of payment/responsible party




